
Last Name: ____________________   First Name: __________________  DOB: ___________                 

Street: __________________________ Town/City: ________________  ZIP: __________                

Phone:  (______) _________________                                        

   

Day Date AM Time Temp PM Time Temp Symptom* (none or list)
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*Symptoms of COVID-19 include fever, cough, and shortness of breath.

COVID-19 TEMPERATURE LOG


